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ABSTRACT
Lewin, Rivian Kenyan. M.S., The University of Memphis. December 2018. How
Much of a Therapy Session Must be Viewed to Judge Interpersonal Qualities of the
Therapist? Major Professor: Jeffrey S. Berman, Ph.D.
Common factors, elements of therapy not related to a specific theoretical orientation,
are often measured through observer ratings of video-recorded therapy sessions that vary
in length. Researchers have shown that judgments based on short interactions—called
“thin slices”—are highly predictive of judgments based on longer or the entirety of these
interactions. This study investigated the amount of a psychotherapy interaction observers
must view to judge psychotherapy constructs—therapeutic alliance, empathy, and
treatment expectations—and the semantic dimensions of evaluation, potency, and
activity. Subjects included 48 therapists, each observed in a therapy session with a unique
client. Observers rated the therapist after viewing either a 1-min, 5-min, 15-min, or fullsession video-recorded segment of the treatment session. Results revealed that observers
were able to judge therapist qualities reliably after viewing brief interactions, but these
ratings based on brief interactions did not predict ratings of longer therapy interactions.
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How Much of a Therapy Session Must be Viewed to Judge
Interpersonal Qualities of the Therapist?

Psychotherapy researchers have long debated whether psychotherapies are effective
due to factors specific to designated treatment modalities or if they work primarily
because of factors that are shared across treatment types. Factors that are derived from
the theoretical orientation of the psychotherapy are often referred to as specific
ingredients or specific factors. Elements of psychotherapy that are not central to
theoretical orientation are referred to as common factors, because they are present across
modalities. Exploration into the division of specific and common factors and their
differential effects on therapy dates back to the earliest systematic psychotherapy
research (Rosenthal & Frank, 1956). Waltz and colleagues (1993) attempted to classify
the components of psychotherapy into four classes: unique and essential, essential but not
unique, acceptable but not necessary, and proscribed. Grünbaum (1981) classified certain
elements of psychotherapy that are not theoretically driven, which are now widely
referred to as common factors.
Over and over again, meta-analyses have shown two major findings related to the
specific versus common factors debate. The first major finding is that psychotherapy is
more effective compared to no treatment or waitlists as well as when compared to
unstructured interactions (Goldin et al., 2012; Holmes, Donovan, Farrell, & March,
2014). The second major finding is that specific psychotherapies generally do not show
differential levels of effectiveness (Arch, Eifert, Davies, Vilardaga, Rose, & Craske,
2012; Bögels, Oort, Sallaerts, & Wijts, 2014).
The growing body of literature continues to show that psychotherapy is more
effective than no psychotherapy, but findings fail to suggest that the effectiveness of
psychotherapy is due to specific factors related to theoretical orientation. Instrumental
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reviews of comparative psychotherapy outcome studies have shown little variation
among treatment effectiveness (e.g. Luborsky, Singer, & Luborsky, 1975; Smith & Glass,
1977). The lack of differential effectiveness among psychotherapies has led to the
frequently referred to Dodo bird verdict, which purports that effectiveness is uniform
across modalities. Rosenzweig (1936) cited the Dodo bird effect to support his argument
that the effectiveness of psychotherapy is primarily due to common factors. Like
Rosenzweig, many psychotherapy researchers presently refer to the Dodo bird effect as
empirical support for the common factors approach to explain the effectiveness of
psychotherapy. In consideration of this evidence, further investigation of the common
factors is of clear importance.
Spanning across several decades, psychotherapy researchers have identified and
studied many therapist qualities considered to be common factors. Several of the most
studied therapist qualities include therapeutic alliance (Horvath, Del Re, Flückiger, &
Symonds, 2011), empathy (Elliott, Bohart, Watson, & Greenberg, 2011), goal consensus
(Tryon & Winograd, 2011), positive regard/affirmation (Farber & Doolin, 2011),
congruence/genuineness (Kolden, Klein, Wang, & Austin, 2011), expectation in therapy
(Constantino, Arnkoff, Glass, Ametrano, & Smith, 2011), and cultural adaptation of
evidence-based treatment (Benish, Quintana, & Wampold, 2011). These qualities are not
consistently distinct from one another, as overlap between the constructs is not unusual.
For example, many definitions of therapeutic alliance include the importance of
collaboration on goals (Bordin, 1979).
These therapist qualities have received varying levels of attention in the literature,
and meta-analyses have shown varying effect sizes for each. For example, therapeutic
alliance is the most studied factor, as it is considered to be a pan-theoretical construct that
is essential for success in psychotherapy (Bordin, 1979). Empathy, however, is more
highly correlated with outcome than any other construct in the psychotherapy literature
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(Wampold, 2015). The growing body of research on common factors has been centrally
focused on identifying which therapist qualities are in fact common factors and
examining their relationships with client outcomes. Additionally, research has focused on
the development of measures to accurately assess these qualities. Several of the most
used measures include the Working Alliance Inventory-Short Revised (WAI-SR; Hatcher
& Gillaspy, 2006) to measure therapeutic alliance, the empathy items on the BarrettLennard Relationship Inventory (BLRI; Barret-Lennard, 1962) to measure empathy, and
the Credibility/Expectancy Questionnaire (CEQ; Devilly & Borkovec, 2000) to measure
therapist credibility and treatment expectations. As the debate between the importance of
specific factors versus nonspecific factors continues to barrel forward and researchers
continue to study how these factors influence client outcomes, increased attention must
be placed on advancing the ways in which this research is conducted in order to improve
efficiency.
Psychotherapy researchers have utilized ratings made by clients, therapists, and
observers (Elliot, Bohart, Watson, & Greenberg, 2011), and there is variation in how
ratings are made. Ratings are often made following a therapy session for clients and/or
therapists or following viewing a video recording of a therapy session or listening to an
audio recording of the session for observers. An example of this method in which ratings
are made following full sessions includes Weck and colleagues’ (2015) study exploring
therapist adherence and therapeutic alliance rated by independent observers as predictors
of client outcome. In Malin and Pos’ (2015) study, observers rated empathy based on
video-recordings in 5-min intervals of 1-hr therapy sessions, producing 12 total ratings
that were then averaged to create a session-level empathy rating. Client expectation in
therapy is often measured either before treatment starts or following a completed session
(Constantino, Arnkoff, Glass, Ametrano, & Smith, 2011). It is standard practice to gauge
client expectations, but research has rarely focused on observer judgments of expectation
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and credibility of therapists and their treatments. The current state of the literature shows
a wide variety of ways in which ratings based on psychotherapy interactions are made.
Despite the lack of consensus regarding best practices to obtain ratings, little attention has
been focused on designing studies to better inform how much of a therapy session must
be viewed to obtain reliable and accurate ratings of therapist qualities.
Social psychology research has built a large body of literature focused on the
reliability of judgments made based on short segments of material. The term thin slice is
used to describe a short segment of a lengthier interaction. Thin slice literature shows that
observer judgments made based on short segments highly correlate with ratings based on
the entirety of these interactions across a wide range of experimental and real-world
settings (Ambady, Bernieri & Richeson, 2000). Though thin slice judgments have been
used across many types of research paradigms, there is a lack of research focusing on the
utilization of the thin slice in psychotherapy. Studies have shown the utility in using thin
slices of therapy interactions to predict outcome variables. For example, observer ratings
of client characteristics based on thin slice video clips have been used to predict drop-out
rates and symptom change (Sasso & Strunk, 2013) as well as the formation of a strong
therapeutic alliance (Sasso, 2017).
These studies showed positive implications for use of thin slice media to predict
outcomes in psychotherapy research, however, they have not been followed by further
investigations of judgments made based on shorter versus longer segments within the
context of psychotherapy. In a study exploring the relationship between different types of
silences during therapy and treatment outcome, the effectiveness of three sampling
methods to accurately predict the number of silences that may take place during a full
treatment course were assessed (Frankel, Levitt, Murray, Greenberg, & Angus, 2006).
Findings from this study revealed that silences coded based on a random half of each
session closely predicted the number of silences in the full sessions over the course of
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treatment. The implications of these findings may apply to other constructs, suggesting
that data collected from portions of therapy interactions may predict data collected from
their more complete counterparts.
Utilization of short segments of video-recorded therapy sessions to judge therapist
qualities has the potential to improve the efficiency of psychotherapy research. Currently,
studies exploring therapist characteristics require many hours and resources for observers
to view and rate lengthy therapy sessions. If observers are able to make reliable
judgments based on short segments and if these judgments predict the judgments they
would make had they seen a full session, then there is no need to require observers to
view entire sessions. If the findings in the expansive body of literature on the practical
and reliable uses of thin slice media are consistent when examined within the
psychotherapy context for assessing therapist qualities, there are positive implications for
the future conduct of these types of studies. As interest in the effects of the common
factors continues to grow and the debate over specific versus nonspecific factors gains
traction, it is imperative to study these constructs efficiently. Using shorter segments of
therapy interactions could allow researchers to allocate resources elsewhere, such as
having a larger number of therapists rated as well as increasing the pool of observers.
The goal of this study was to assess the reliability and accuracy of observer
judgments based on shorter and longer segments of video-recorded therapy sessions in
order to determine how much of a therapy session must be viewed for observers to make
reliable and accurate judgments. The four therapist qualities of interest in this study were
therapeutic alliance, empathy, credibility, and treatment expectation. Therapeutic alliance
is defined by Bordin (1979) as an agreement between the client and therapist on goals
and tasks of treatment within the development of a personal bond. Many
conceptualizations of empathy have been developed (Batson, 2009). Carl Rogers (1980)
defined empathy within the context of psychotherapy as the sensitive willingness and
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ability of the therapist to understand the client's feelings, thoughts, and challenges
through the eyes of the client as a reference point. Expectation in psychotherapy
generally refers to the client’s expectations about how well the therapy will work. This
construct is linked to the credibility of both the therapist and the treatment (Constantino,
Arnkoff, Glass, Ametrano, & Smith, 2011). These are several of the most highly studied
common factors because of their links to outcome (Wampold, 2015).
In addition to measuring these three common factors, general characteristics were
assessed. Osgood and his colleagues (Osgood, Suci, & Tannenbaum, 1957) introduced
the semantic differential as a tool to measures attitudes and the meaning of concepts.
Their research confirmed that there is a similarity in the construction of meaning and the
creation of judgments that spans across cultures, people, and situations. This similarity is
comprised of three dimensions, evaluation (good vs. bad), potency (strong vs. weak), and
activity (fast vs. slow). A questionnaire incorporating Osgood’s semantic differential
dimensions of evaluation, potency, and activity was used in conjunction with the
psychotherapy measures of empathy, therapeutic alliance, credibility, and expectation.
Additionally, observers provided ratings about their level of confidence in making
judgments of each of these qualities based on the various lengths of video-recorded
therapy sessions.
This present research aimed to explore the amount of a video-recorded therapy
session observers must view to judge a therapist. This question was multi-faceted, and
one component was related to the reliability of brief interaction judgments while the other
was related to how predictive the brief judgments were of the full-session judgments.
Varying lengths of video-recorded psychotherapy sessions were rated in order to
determine the length of a psychotherapy interaction observers must view to form reliable
and accurate judgments about a therapist. Moreover, the study explored the effect of
segment length on perceptions of each of the constructs. The goal of this study was to
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provide information that will help future researchers design studies in which resources
are optimally allocated and protocols are formulated based on empirical evidence about
the constructs of interest.
Method
Therapists
Subjects in the study included 48 therapists, each observed in a video-recorded
therapy session with a unique client. All recordings showed either the therapist only or
both the therapist and client. The sessions were found on publicly available sources with
22 (46%) of the sessions from Alexanderstreet (ProQuest, Alexandria, VA), 16 (33%)
from the American Psychological Association (APA, Washington D.C.), 7 (15%) from
Kanopy (Kanopy Streaming, San Francisco, CA), and 3 (6%) from other sources (See
Appendix A for a complete list of the source used to obtain each interaction). Role-play
and demonstration sessions were excluded. The sessions were duplicated four times and
edited to create a 1-min, 5-min, 15-min, and a full-session version that included the entire
recording. The average length of the full sessions was 46.5 min (See Appendix A for a
complete list of full-session lengths). All of the shorter segments (1 min, 5 min, and 15
min) began 10 min into the session to allow the introductory period at the onset of the
session to pass before ratings were made.
The therapists practiced a wide range of therapy modalities and the clients presented
with a variety of challenges. Among the 48 therapists, the therapy orientations were 11
(23%) cognitive behavior therapy, 5 (10%) relational therapy, 3 (6%) cognitive therapy, 3
(6%) behavior therapy, 3 (6%) integrative therapy, 2 (4%) exposure therapy, 2 (4%)
narrative therapy, 2 (4%) rational emotive behavior therapy, 2 (4%) person-centered
therapy, and the remaining 15 (31%) therapists practiced other therapy modalities. There
were 30 (63%) male and 18 (37%) female therapists, whereas 17 (35%) of the clients
were male and 31 (65%) were female. Clients presented to therapy with a variety of
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problems. Of the 48 clients, the primary problems were 10 (21%) anxiety (e.g., specific
phobias, generalized anxiety, and obsessive-compulsive disorder), 8 (17%) relationship
issues (e.g., marital or family stress and domestic abuse), 6 (13%) substance use, 5 (10%)
depression, 5 (10%) anger, 2 (4%) coping with a medical condition, 2 (4%) posttraumatic
stress, 2 (4%) interpersonal loss, and 8 (17%) other problems (See Appendix B for a
complete list of therapist and client characteristics).
Observers
The observers in this study were 16 female students, 15 of whom were
undergraduates and one was a graduate student in a master of psychology program. The
observers had a mean age of 22 years (SD = 3.1, range = 19–31); 50% were white, 19%
African American, 19% Asian, and 12% identified as “other”. Among the 16 observers,
44% had previously participated in therapy as clients and 13% had some level of clinical
experience working in therapy treatment settings.
The observers were split into four groups of four. Observers in each group were
randomly assigned to view different therapists at each segment length, with the
constraints that they only viewed each therapist once and they rated one-quarter of each
segment length. The observers did not receive any training prior to viewing therapy
interactions and making ratings. Observers were told to pay close attention to the
interactions and to give their honest judgments about the therapists they viewed.
Procedures
Observer groups were assigned one quarter of the therapists per each segment
length. Each observer viewed and rated the therapists in a unique and random order. This
means that, even observers in the same group who viewed the same segment length
interaction for a given therapist, were presented with the therapists in a random order.
Each time an observer viewed a therapy session, she was directed to three content
questions before rating the therapist. These simple content questions about the session
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served as an attention check. If an observer answered any of the content questions
incorrectly, she was directed back to the video to re-watch the therapy interaction. The
observer was then presented with the content questions again before moving forward to
rate the therapist.
All videos and measures were embedded in web-based questionnaires. Each time an
observer completed a scale assessing one of the therapist qualities, she also provided a
rating of the confidence in her judgment of that particular scale. Once the observer
completed all measures and the confidence item corresponding to each measure, the
observer was asked an overall question assessing confidence in her ability to judge the
therapist based on that segment. In order to prevent fatigue, observers were required to
take a break at least fifteen minutes in length before rating another therapist. This process
was repeated for all video segments.
Measures
Working Alliance Inventory - Short Revised Client Version. This 12-item
questionnaire (WAI-SR; Hatcher & Gillaspy, 2006) measures therapeutic alliance. The
items were modified to reflect an observer’s perspective. Thus, the item, “I believe my
therapist likes me” was changed to, “The client believes the therapist likes him/her”. The
items were rated on a 5-point scale and each item had the following labels; seldom (1),
sometimes (2), fairly often (3), very often (4), always (5). Responses on the 12 items were
averaged together to form a single mean therapeutic alliance score. (see Appendix C).
Barrett-Lennard Empathy Items. Therapist empathy was measured using 16 items
from the Barrett-Lennard Relationship Inventory (Barret-Lennard, 1962) related to
therapist empathy. Wording of the items was modified to reflect an observer’s
perspective. For example, the item, “She/he tries to see things through my eyes” was
revised to “The therapist tries to see things through the client’s eyes.” Each item was
scored on a 10-point scale with endpoint labels of strongly disagree (1) and strongly
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agree (10). Responses to some items were reversed such that higher numbers would
always indicate greater therapist empathy, and responses were then averaged together to
form a single mean score. (see Appendix D).
Credibility/Expectancy Questionnaire. This 6-item questionnaire (Devilly &
Borkovec, 2000) measures both therapist credibility as well as expectation of treatment
effectiveness and provides a score for each. The scale items were modified for this study
to reflect an observer’s perspective. Thus, the item “At this point, how logical does the
treatment offered to you seem?” was changed to, “At this point, how logical does the
therapy seem?” Four of the items were rated on a 9-point scale with descriptive labels
pertaining to the content of question. For example, the item about how logical the
treatment was, had labels of not at all logical (1), somewhat logical (5), and very logical
(9). Two of the items were rated on an 11-point scale with percentage labels of 0%, 10%,
20%, 30%, 40%, 50%, 60%, 70%, 80%, 90%, and 100%. Responses on all items were
normalized. Responses on the first 3 items were average together to form a single mean
credibility score, whereas responses on the last 3 items were averaged together to form a
mean treatment expectation score. (see Appendix E).
Therapist Characteristics Inventory. This 9-item questionnaire was created for
this study and incorporated the evaluation, potency, and activity dimensions used to
measure attitudes (Osgood, Suci, & Tannenbaum, 1957). The measure consisted of 9
items, 3 related to each of the 3 dimensions. An example of an adjective pair for each
dimension includes “good/bad” to assess evaluation, “effective/ineffective” to assess
potency, and “lazy/industrious” to assess activity. Each of the items contained opposing
adjectives with 7 points between them, and the observers marked where the therapists fell
between each adjective pair. The three items measuring evaluation were averaged
together to form a mean evaluation score. Similarly, the three items measuring potency
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were averaged together to form a mean potency score, and the three items measuring
activity were averaged together to form a mean activity score. (see Appendix F).
Combined Confidence. Confidence related to each construct was assessed with a
single item following each measure asking how confident the observer felt in the
judgments made (see Appendix G). Global confidence was measured using a single item
following completion of all the measures asking how confident the observer felt in her
overall ability to judge the therapist based on the interaction viewed (see Appendix H).
Both measure-specific and global confidence items had 10-point scales with endpoint
labels of strongly disagree (1) and strongly agree (10). Reliabilities of construct-specific
confidence items for each segment length were high (Cronbach’s a range = .98–.99), so
these four separate confidence ratings were averaged together to create a mean constructspecific confidence rating. Correlations between these mean construct-specific scores and
overall confidence scores for each segment length were high (correlation range = .97–
.98). Thus, a combined confidence score for each segment length was created by
averaging the construct-specific mean confidence rating and the overall confidence
rating.
Preliminary Analyses
Relative Alpha Contribution. The reliability of each observer was assessed to
determine whether or not to include all observers in subsequent analyses. For each
measure and each segment length, an observer’s relative contribution was determined by
calculating the difference in the Cronbach’s alpha measure of reliability for all four
observers minus the value the Cronbach’s alpha would be if the observer was excluded.
These values were then averaged together to create a mean relative alpha contribution
score for each observer. These values indicated how much each observer was either a
benefit or detriment to the overall reliability. These scores were averaged together to
form an overall relative reliability contribution score for all 16 observers. The mean
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relative contribution value for all observers was .09, suggesting that, on average, all
observers contributed positively to the overall alpha. Therefore, all observers were
included in analyses.
Effect of Previous Viewing. Observers were presented with three content questions
after viewing a therapy interaction to ensure they paid attention to the video. If an
observer answered any of the three content questions incorrectly, she re-watched the
therapy interaction and then answered the content questions a second time. On average,
each observer was required to re-watch a therapy segment after answering a content
question incorrectly 4.1 times (SD = 1.8, range = 0–6). To examine whether or not this
previous viewing influenced results, analyses were performed excluding 65 ratings in
which an observer viewed the interaction more than once. These results yielded the same
patterns found when all observation ratings were included. Thus, all ratings were
included in the following analyses.
Results
Reliabilities
A first question is whether the reliability of the observer ratings varied depending on
the length of the therapy session viewed. As can be seen in Figure 1, the reliabilities of
the psychotherapy measures were consistently high for all segment lengths. Similarly, as
shown in Figure 2, the same pattern of high reliabilities among the semantic dimensions
emerged for all segment lengths.
Prediction to Full Session
A second question is whether judgments based on shorter segments predicted
judgments based on the full therapy session. Analyses generally failed to reveal a
systematic pattern concerning how closely short segment ratings predicted full segment
ratings. In terms of the psychotherapy measures, Figure 3 shows that, with the exception
of therapeutic alliance, the size of the correlations between each brief segment length and
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the full segment do not follow a pattern. The majority of the correlations are low to
moderate. However, as can be seen in the first graph of Figure 3, therapeutic alliance
does follow a pattern in which the correlations between shorter segment lengths and the
full segment increase in size as the shorter segment length increases in duration.
Regarding the semantic dimensions, Figure 4 illustrates that predictions of short ratings
to full-session ratings of the evaluation, potency, and activity dimensions did not follow a
pattern. Similarly to the magnitude of the correlations found in the psychotherapy
measures, the semantic dimension correlations are also moderate.
Tests were carried out to assess whether the correlations between the brief segment
ratings and the full segment ratings for each measure were statistically different from one
another. These tests comparing correlations revealed that, with the exception of
therapeutic alliance, none of the correlations differed reliably from each other, all ps >
.05. Tests comparing the correlations on therapeutic alliance did show one statistically
different association, which was between the 1-min ratings and the 15-min ratings, p =
.01. This statistically significant difference means that the correlation between the 1-min
ratings and the full-session ratings differed significantly from the correlation between the
15-min ratings and the full-session ratings.
To examine an overall relationship between correlations of brief segment ratings and
full segment ratings, means of the correlations between each brief segment and full
segment across measures were calculated. For example, the correlation values for each 1min rating and full segment rating for each of the measures was averaged together to
form a mean 1-min to full-session correlation value. This process was repeated to
calculate a mean 5-min to full-session correlation value and a mean 15-min to fullsession correlation value. As shown in Figure 5, the mean correlations between each
short segment and full session did follow a pattern. The mean correlation between the
shorter ratings to the full ratings grew larger as the shorter segment lengths increased in

13

length. This means that, the relationship between briefer segment ratings and full segment
ratings became stronger as the briefer segments increased in length. However, tests
comparing the difference between these correlations revealed that none were statistically
different from one another, all ps > .05.
Means
A third question involved the effect of segment length viewed on ratings of each of
the psychotherapy measures as well as the semantic dimensions. To examine the effect of
segment length on mean scores for each measure, a series of one-way repeated measures
analyses of variance across segment length were performed. These analyses revealed that
observers systematically rated therapists higher on all seven qualities as they watched
longer segments of the therapy interactions.
This pattern occurred for both the psychotherapy constructs—therapeutic alliance,
empathy, credibility, and treatment expectation—as well as the evaluation, potency, and
activity measures. As can be seen in Figure 6, all ratings of therapeutic alliance, empathy,
credibility, and treatment expectation reliably increased as the segment length increased.
Likewise, Figure 7 illustrates that observers perceived therapists to be higher in terms of
evaluation, potency, and activity as the observed segment length increased in length.
Table 1 shows that the relationship between ratings and segment length followed a
statistically significant linear effect for the psychotherapy measures and the general
measures.
Correlations Among Measures
A fourth question is exploratory and is related to how much each of the measures
were correlated with one another at each segment length. First, correlational analyses
were carried out to determine the relationship between the semantic dimensions
(evaluation, activity, and potency) and the psychotherapy constructs (therapeutic alliance,
empathy, therapist credibility, and treatment expectation) for each segment length. As
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shown in Table 2, correlations between the semantic dimensions and the psychotherapy
measures based on each segment length do not follow a consistent pattern. The greatest
number of statistically different correlations occurred between the 1-min and the 15-min
ratings, but this was not consistent across all measures.
A second set of correlational analyses were conducted to examine how related each
of the psychotherapy measures were with each other for each segment length. As can be
seen in Table 3, a similar inconsistency occurred in the correlations between
psychotherapy measures, as there is not a clear pattern based on segment length. This
means that, the extent to which the psychotherapy measures related to one another did not
follow a consistent pattern depending on the segment length viewed.
Confidence in Ratings
A final question addressed how observer confidence in judgments was affected by
the length of the viewed segment. To asses the influence of segment length on mean
combined confidence, a one-way repeated measures analyses of variance across segment
length was carried out. This analysis revealed that the relationship between confidence
and segment length mirrors the relationship between levels of all the other measures and
segment length. This means that, confidence in ratings systematically increased as the
length of the segment viewed increased. Figure 8 illustrates this pattern, as confidence in
ratings increases for each longer segment length. Furthermore, as shown in the last line of
Table 1, this pattern followed a statistically significant linear trend.
To explore the relationship between confidence and judgments about the constructs,
correlational analyses were carried out. These correlational analyses assessed the
association between confidence and level of each of the therapist qualities based on each
segment length viewed. As can be seen in Table 4, a consistent relationship did not
emerge between confidence in ratings and the level of each construct for each segment.
This means that, the extent to which observer-reported confidence related to observer-
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reported levels of the psychotherapy and semantic constructs did not follow a clear
pattern based on the segment length the observer viewed.
Discussion
The goal of this study was to determine how much of a therapy session must be
viewed to make (a) reliable judgments of therapist qualities and (b) judgments that
predict ratings based on viewing the full session. Results indicated that observers can
make judgments reliably after watching interactions as short as 1 min. However, these
observer judgments based on segments of the therapy interaction were generally not
highly predictive of judgments based on viewing the full session.
This study aimed to assess the utility of viewing short therapy interactions instead of
full-session interactions by comparing ratings of therapists made based on various lengths
of video-recorded interactions. However, the usefulness of viewing brief interactions
ultimately lies in how well these shorter segment ratings can predict therapy outcomes,
not in how well they can predict their longer counterparts. For this reason, the results and
implications of this study should be considered an initial step in determining how much
of a psychotherapy interaction observers must view to judge therapist qualities.
In the study, the observers reliably judged the psychotherapy constructs as well as
the general constructs after watching segments of therapy interactions as brief as 1 min in
length. These finding suggests that observers are able to agree on the level of therapeutic
alliance, empathy, credibility, and treatment expectancy portrayed even when basing
judgments on short interactions. Furthermore, observers are able to agree on general
constructs when viewing only short segments of therapy interactions. These results are
consistent with other psychotherapy research studies reporting high reliability of
psychotherapy constructs when ratings were made based on brief segments of therapy
(e.g., Battles & Berman, 2012; Sasso & Strunk, 2017); however, this study is the first to
compare reliability of judgments based on shorter and longer psychotherapy interactions.
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A clear pattern among correlations illustrating that brief segment judgments predict
full segment judgments did not emerge. Across psychotherapy measures, analysis did not
indicate that judgments made based on briefer segments predicted judgments made based
on longer segments. Correlations between the briefer and full-segment ratings on the
general constructs did not follow a pattern, either. Moreover, these brief segment
judgments did not appear to become more associated with the full segment judgments as
the briefer segments grew longer in duration.
These findings are not consistent with past thin slice literature demonstrating that
shorter and longer interactions can yield similar inferences about behaviors, appearances,
and personality traits (e.g., Ambady, Bernieri, & Richeson, 2000; Ambady & Rosenthal,
1992; Carney, Colvin & Hall, 2007). Previous studies examining use of thin slice stimuli
have found that judgments made based on thin slices are highly associated with
judgments made based on fuller interactions. Personality traits, such as extraversion, as
well as behaviors, such as lie telling are examples of situations in which thin slice stimuli
have been judged by observers (e.g. Ambady, Hallahan, & Rosenthal, 1995; Costanzo &
Archer, 1989; Kenny, Horner, Kashy, & Chu, 1992; Zebrowitz & Collins, 1997).
Additionally, research has shown that judgments of psychopathological features based on
thin slices are reliable when compared to judgments from longer stimuli (e.g., Fowler,
Lilienfeld, & Patrick, 2009).
It is possible that the discrepancy between results of this study and previously
conducted thin slice studies is due to a unique quality of the psychotherapy context. Past
research on appropriate contexts for thin slice stimuli have suggested that phenomena
affected by prolonged cognitive processing, such as assessing long-term goals, may not
be measurable with thin slice interactions (Ambady, Bernieri, & Richeson, 2000). It is
possible that observers in the present study attempted to make inferences about the longterm potential impacts of the therapy when assessing even brief segments of the
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interaction. If this were the case, the observers may have considered implications beyond
the scope of the concise interaction they intended to judge. Although observers were
asked to rate therapists based on the interaction they viewed, they may have rated
therapists based on broader conclusions they drew. This may have occurred because of
preconceived notions people have about psychotherapy. For example, individuals engage
in psychotherapy to improve aspects of their lives outside of the psychotherapy context.
A core attribute of psychotherapy that may make it different from previously investigated
thin slice contexts is that it is a circumstance under which the benefits are supposed to
translate to experiences in many areas of an individual’s life.
Another possibility is that the discrepancy is due to the fact that therapist qualities
exist as state, rather than trait characteristics. Research spanning decades has
demonstrated that characteristics of an individual can exist as enduring and stable
qualities or as qualities that fluctuate depending on the situation an individual is in (e.g.,
Bem, 1972; Mischel, 1968). In the context of psychotherapy, this means that, a therapist’s
level of any one quality may change throughout a given session. Perhaps, therapist
characteristics fluctuate throughout a session because of the particular topic discussed or
the client’s response to the therapist in a given moment. It is also possible that certain
techniques may make therapists appear to be higher or lower in certain characteristics
than other techniques. To better understand what might contribute to the fluctuation of
qualities throughout a therapy session, future psychotherapy research studies should
investigate moments during therapy interactions in which therapists are rated particularly
high or low on a given characteristic. Coding of the dialogue taking place when these
qualities are higher or lower would allow for an examination of what types of techniques,
topics, or other components of the interaction are associated with more or less of a
characteristic. For example, it is possible that therapists may systematically appear more
credible during moments when they are providing psychoeducation to a client.
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Correlations among measures did not follow a clear pattern based on segment
length. This was true for both the associations between psychotherapy measures as well
as the associations between psychotherapy measures and the semantic dimensions. This
suggests that segment length does not influence the extent to which measures correlate.
These results are consistent with the findings described above, as the ratings based on
shorter segments did not consistently become better correlated to ratings based on the full
segments as the length of the shorter segments increased.
Interestingly, results revealed that mean levels of each psychotherapy measure
systematically increased as the length of the therapy interaction rated increased.
Comparably, mean levels of the general constructs of evaluation, potency, and activity
were also higher depending on the segment length viewed. All of the relationships
between measure levels and segment length exhibited statistically significant linear
effects. These linear relationships demonstrate that, as observers viewed longer portions
of therapy interactions, they perceived the therapists to foster stronger alliances, embody
greater empathy, have enhanced credibility, and have an increased likelihood of helping
the clients. Additionally, as the segment lengths increased in duration, they perceived the
therapist to be better (evaluation), more powerful (potency) and more active (activity).
This finding demonstrating that ratings of therapists are higher when the segment
viewed is longer may be related to the level of confidence observers felt in their ratings.
Confidence in ratings followed the same linear pattern in which observers reported higher
confidence in their ability to judge therapists as the segment they judged increased in
length. It is possible that this boost in confidence influenced the observers’ overall
feelings of positivity about the task, leading to higher ratings. For example, an observer
who watched a 1-min interaction may have felt a lack of confidence in her judgments
about the therapist because she may have perceived the interaction to be too short for her
to form an accurate opinion. On the contrary, after watching a full therapy session, an
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observer may have felt comfortable in her opinion as she may have perceived the
recording she watched to be long enough to provide her adequate information to form a
judgment. This difference in confidence may have caused the observer to feel more
comfortable which lead to the generation of more positive scores.
Another possible factor contributing to the linear relationship between segment
length and ratings of the therapist may be related to previous findings demonstrating that
positive perceptions increase as the number of evaluations performed increases
(O’Connor & Cheema, 2018). In the present study, this may have occurred because of
increased fluency in making judgments as the observers had more exposure to the
therapist when watching longer segments of interactions. For example, when rating a
therapist for a brief segment, the decision-making involved in determining a score may be
more challenging because the observers did not have enough exposure to form a global
judgment about the therapist, forcing them to rely solely on the interaction they viewed.
On the contrary, when rating a full session, the increased exposure to the therapist may
have made it simpler for observers to make judgments, as they may have been able to
pull from their own global opinions about the therapist.
The elevated ease observers may have felt in rating therapists whom they watched
for longer amounts of time may have made the task of deciding on a rating more fluent.
The impact of this fluency, a metacognitive experience, may have influenced observers to
perceive the therapists more positively. Fluency that comes from increased experience
with a task leading to possible inflation of perceptions has been documented in previous
studies (Levav et al., 2010; Schwarz, 2004). Past research has shown the potential for
artificially elevated perceptions because of repeated evaluations (O’Connor & Cheema,
2018); however, the results from this study suggest that this elevation may occur because
of the length of the interaction observed, even if the number of evaluations remains the
same.
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The results from this study provide evidence for the potential influence of segment
length viewed on observer perceptions of therapists. First, it is clear that observers are
able to reliably judge the level of a quality that a therapist possesses, even when viewing
the therapy interaction for only 1 min. However, despite the high reliability of these brief
judgments, they are not predictive of judgments based on full sessions. This suggests that
these characteristics are state-like rather than trait-like, and they represent dynamic
processes that fluctuate over the course of a session. Additionally, the results highlight a
relationship between segment length and levels of therapist interpersonal qualities.
The present study is limited in that outcomes of the psychotherapy cases were not
available. An initial step in determining the length of a psychotherapy interaction
observers must view was addressed by examining the association between brief segment
ratings and full segment ratings of therapist qualities. Nevertheless, the results from this
study do not allow for an examination of the length of a psychotherapy interaction
necessary in order to predict treatment outcomes. It is clear that judgments made based
on short segments of psychotherapy interactions do not predict full-session judgments.
The next step in determining the necessary observed length is to investigate how
judgments made based on differing lengths of psychotherapy interactions predict
outcomes. It is possible that, although the brief segment judgments do not predict the fullsession judgments, they may predict outcomes more closely than the full-session ratings.
The utility of short psychotherapy interactions is dependent on whether or not they can be
used to predict outcomes either comparably or better than full-session judgments.
Future studies should continue to explore the length of a psychotherapy interaction
observers must view to judge interpersonal qualities of therapists. The results from this
study illustrate that judgments made based on differing lengths of video-recorded
psychotherapy interactions are not highly associated with one another. Given this, future
studies should compare the effectiveness of observer judgments made from viewing
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varying lengths of psychotherapy interactions in predicting treatment outcomes. An
understanding of the relationship between judgments based on brief therapy interactions
and outcome variables will allow for a determination of the amount of a psychotherapy
interaction observers must view to judge therapists and predict treatment outcomes.
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Table 1
Overall and Linear F Ratios and Probability Levels for Observed
Measures Across Segment Lengths
Overall

Linear

Fa

Fb

Alliance

63.48

198.45

Empathy

28.90

66.10

Credibility

55.48

172.24

Expectation

33.97

99.39

Evaluation

10.60

21.62

Potency

33.33

99.98

Activity

33.97

103.74

Confidence

25.32

91.65

Measure

Note. N = 48. For all Overall and Linear F ratios, p < .001.
adf = 3, 45. bdf = 1, 47.
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Table 2
Segment Length Correlations for Semantic Dimensions and Psychotherapy Measures
Measure

1 Min

5 Min

15 Min

Full

Correlations with evaluation
Alliance

.29a

.64b,e

.79b,c

.46a,d,e

Empathy

.48a

.54a

.67a

.71a

Credibility

.34a

.69b

.78b

.79b

Expectation

.35a

.67b,e

.84b,c

.63a,d,e

Mean

.37a

.64a,b

.78b

.66a,b

Correlations with potency
Alliance

.68a

.61a

.73a

.59a

Empathy

.53a,b

.29a

.49a,b

.69b

Credibility

.50a

.70a,b

.76b

.80b

Expectation

.42a

.77b

.86b,c

.90c

Mean

.54a

.62a,b

.73a,b

.77b

Correlations with activity
Alliance

.42a

.47a,b

.70b

.53a,b

Empathy

.40a

.29a

.51a

.60a

Credibility

.40a

.59a,b

.72b

.65a,b

Expectation

.44a

.61a,b

.73b

.52a,b

Mean

.42a

.50a

.67a

.56a

Note. N = 48 therapy cases. Correlations with different subscripts differ at p < .05.
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Table 3
Segment Length Correlations Between Psychotherapy Measures
Measures compared

1 Min

5 Min

15 Min

Full

Alliance with empathy

.38a

.38a

.63a,b

.70b

Alliance with credibility

.51a

.66a

.78b

.67a,b

Alliance with expectation

.50a

.57a

.76a,b

.64b

Empathy with credibility

.65a

.62a

.67a

.64a

Empathy with expectation

.67a

.59a

.71a

.57a

Credibility with expectation

.87a

.87a

.88a

.83a

Mean

.64a

.64a

.75a

.68a

Note. N = 48 therapy cases. Correlations with different subscripts differ at p < .05.
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Table 4
Segment Length Correlations Between Combined Confidence and Each Measure
Measure

1 Min

5 Min

15 Min

Full

Alliance

.36a,b

.24a

.30a,b

.59b

Empathy

.26a

.34a

.46a

.51a

Credibility/Expectation

.25a

.17a

.19a

.36a

Semantic Differential

-.05a

-.17a

.08a

.20a

Mean

.21a

.15a

.26a

.42a

Note. N = 48. Correlations with different subscripts differ at p < .05.
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Figure 1. Reliabilities across four observers of psychotherapy measures for differing
segment lengths of video-recorded therapy interactions. N = 48 therapy cases.
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Figure 2. Reliabilities across four observers of semantic dimensions for differing segment
lengths of video-recorded therapy interactions. N = 48 therapy interactions.
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Figure 3. Correlations between brief segment ratings and full-session segment ratings of
video-recorded therapy interactions for psychotherapy measures. N = 48 therapy cases.
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Figure 4. Correlations between brief segment ratings and full-session segment ratings of
video-recorded therapy interactions for semantic dimensions. N = 48 therapy cases.
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Figure 5. Mean correlations across all measures between brief segment ratings and full
segment ratings of video-recorded therapy interactions. N = 48 therapy cases.
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Figure 6. Mean scores of psychotherapy measures for differing segment lengths of videorecorded therapy interactions. N = 48 therapy cases. Therapeutic alliance was measured
on a 5-point scale, empathy on a 10-point scale, credibility on a 9-point scale, and
treatment expectation on an 11-point scale. Standard deviations for the 1-min, 5-min, 15min, and full-session scores were respectively (a) alliance, 0.07, 0.07, 0.09, 0.09; (b)
empathy, 0.11, 0.13, 0.12, 0.15; (c) credibility, 0.14, 0.14, 0.16, 0.16; (d) treatment
expectation, 0.21, 0.20, 0.22, 0.16.
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Figure 7. Mean scores of semantic differential dimensions for differing segment lengths
of video-recorded therapy interactions. N = 48 therapy cases. All measures were rated on
a 7-point scale. Standard deviations for the 1-min, 5-min, 15-min, and full-session scores
were respectively (a) evaluation, 0.11, 0.11, 0.10, 0.10; (b) potency, 0.10, 0.11, 0.11,
0.11; (c) activity, 0.12, 0.10, 0.12, 0.12.
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Figure 8. Mean combined confidence scores for each segment length of video-recorded
therapy interactions. The measure was rated on a 10-point scale. Standard deviations
corresponding to combined confidence 1-min, 5-min, 15-min, and full-session means are
SD = .21, .18, .17, .12, respectively. N = 48 therapy cases.
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Appendix A
THERAPY INTERACTION INFORMATION

Number

Name

1

Anne
Albano
Robert
Allen
Steve
Andreas
Martin
Antony
Judith
Beck
Larry
Beutler
Laura
Brown
James
Bugental
Stephen
Conlon
Michelle
Craske
William
Doherty
Ellen
Dornelas
Albert
Ellis
Arthur
Freeman
William
Glasser
Allen
Ivey
Gayle
Iwamasa

2
3
4
5
6
7
8
9
10
11
12
13
14
15
16
17

Database or
Series Name
Specific Treatments
APA
for Specific Populations
Behavioral Health
APA
and Health Counseling
and Therapy
Alexanderstreet Counseling
in Video
Counseling and Therapy
Alexanderstreet
in Video
and Therapy
Alexanderstreet Counseling
in Video
and Therapy
Alexanderstreet Counseling
in Video
Specific Treatments
APA
for Specific Populations
and Therapy
Alexanderstreet Counseling
in Video
The Skills
Kanopystreaming Development
Service
Specific Treatments
APA
for Specific Populations
Family Therapy
Alexanderstreet
with the Experts
Behavioral Health
APA
and Health Counseling
REBT in
Kanopystreaming
Action
and Therapy
Alexanderstreet Counseling
in Video
and Therapy
Alexanderstreet Counseling
in Video
and Therapy
Alexanderstreet Counseling
in Video
Specific Treatments
APA
for Specific Populations
Retrieved From
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Full Session
Time
00:44:25
00:46:11
00:48:11
00:46:11
00:48:20
00:44:11
00:42:40
00:50:40
00:49:14
00:48:05
00:48:47
00:46:51
00:40:51
00:43:51
00:45:28
00:45:21
00:47:53

Appendix A (continued)
Number
18
19
20
21
22
23
24
25
26
27
28
29
30
31
32
33
34
35
36
37

Name

Retrieved From

Bradford
Alexanderstreet
Keeney
Fiona
Kennedy kanopystreaming
Lorne
APA
Korman
Jeffrey
Alexanderstreet
Kottler
Stephen
Alexanderstreet
Lankton
Arnold
Youtube
Lazarus
Hannah
Levenson Alexanderstreet
Bruce
Alexanderstreet
Liese
Marsha
Youtube
Linehan
Alan
Alexanderstreet
Marlatt
Leigh
McCullough Alexanderstreet
Donald
Meichenbaum Kanopystreaming
Scott
Alexanderstreet
Miller
William
Alexanderstreet
Miller
Candice
APA
Monson
Robert
APA
Neimeyer
Christine
APA
Nezu
John
Alexanderstreet
Norcross
Bunmi
APA
Olatunji
Nancy
APA
Petry

Database or
Series Name
Counseling and Therapy
in Video

Full Session
Time

Working with PTSD

01:16:17

Specific Treatments
for Specific Populations
Counseling and Therapy
in Video
Counseling and Therapy
in Video
Three Approaches to
Psychotherapy
Counseling and Therapy
in Video
Counseling and Therapy
in Video

00:44:10

Not Applicable

00:37:49

Counseling and Therapy
in Video
Counseling and Therapy
in Video
Psychotherapy with
the Experts
Counseling and Therapy
in Video
Counseling and Therapy
in Video
Specific Treatments
for Specific Populations
Psychotherapy in
Six Sessions
Systems of
Psychotherapy
Counseling and Therapy
in Video
Specific Treatments
for Specific Populations
Specific Treatments
for Specific Populations

00:42:41
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00:36:09

00:42:37
00:49:14
00:35:00
00:43:52
00:47:39

00:50:13
00:43:24
00:50:00
00:40:36
00:46:27
00:46:35
00:44:58
00:44:32
00:45:52
00:39:49

Appendix A (continued)

Number
38
39
40
41
42
43
44
45
46
47
48

Database or
Series Name
Carl
The Inner World
Youtube
Rogers
of Counseling
Mark
Psychotherapy in
APA
Savickas
Six Sessions
Jill
Psychotherapy
Kanopystreaming
Scharff
with the Experts
Linda
Behavioral Health and
APA
Sobell
Health Counseling
Bonnie
Behavioral Health and
APA
Spring
Health Counseling
Eric
Specific Treatments
APA
Storch
for Specific Populations
Lenore
and Therapy
Alexanderstreet Counseling
Walker
in Video
Reid
Strategic Treatment
kanopystreaming of
Wilson
Anxiety Disorders
John
and Therapy
Alexanderstreet Counseling
Winslade
in Video
Janet
and Therapy
Alexanderstreet Counseling
Wolfe
in Video
Robert
Counseling and Therapy
Wubbolding Alexanderstreet
in Video
Name

Retrieved From
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Full Session
Time
01:00:00
00:42:59
00:52:54
00:44:12
00:49:54
00:45:24
00:50:34
00:55:00
00:50:45
00:45:05
00:41:47

Appendix B
THERAPIST AND CLIENT INFORMATION

Number

Therapist
Orientation

Client
Problem

Therapist
Sex

Client
Sex

1

Cognitive Behavioral

2

Cardiac

Social Anxiety
Disorder
Coping with Medical a
Condition

Female

Male

Male

Male

3

Brief Relational

Anger

Male

Male

4

Cognitive Behavioral

Perfectionism

Male

Male

5

Cognitive

Depression

Female

Female

6

Systematic Treatment
Selection

Depression

Male

Male

7

Feminist

Domestic Abuse

Female

Female

8

Person-centered

Anxiety

Male

Female

9

Solution focused

Family Issues

Male

Female

10

Cognitive Behavioral

Anxiety

Female

Female

11

Value sensitive

Relationship Problems

Male

Female

12

Cognitive Behavioral

Female

Female

13

Rational Emotive
Behavior

Coping with Medical a
Condition
Suicide of a
Loved One

Male

Female

14

Behavior

Anxiety

Male

Female

15

Brief Relational

Relationship Problems

Male

Female

16

Integrative

Grief

Male

Female

17

Cognitive Behavioral

Grief, Anxiety,
Depression

Female

Female

44

Appendix B (continued)

Number

Therapist
Orientation

Client
Problem

Therapist
Sex

Client
Sex

18

Brief Relational

Family Problems

Male

Female

19

Cognitive Behavioral

Posttraumatic Stress
Disorder

Female

Female

20

Integrative

Anger

Male

Male

21

Integrative

Depression

Male

Female

22

Hypnotherapy

Low Self-esteem

Male

Female

23

Multi-modal Behavior

Anger

Male

Female

24

Brief Dynamic

Anxiety

Female

Female

25

Cognitive

Substance Use

Male

Male

26

Dialectical Behavior

Depression

Female

Female

27

Harm Reduction

Substance Use

Male

Male

28

Brief Relational

Domestic Abuse

Female

Female

29

Cognitive Behavioral

Anxiety

Male

Female

30

Brief Relational

Fear of Commitment

Male

Male

31

Motivational
Interviewing

Substance use

Male

Male

32

Cognitive Behavioral

Posttraumatic Stress
Disorder

Female

Female

33

Constructivist

Grief, Depression

Male

Female

34

Problem solving

Depression

Female

Female

35

Brief Therapy for
Addictions

Substance Use

Male

Female
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Appendix B (continued)

Number

Therapist
Orientation

Client
Problem

Therapist
Sex

Client
Sex

36

Cognitive Behavioral

Panic Attacks

Male

Female

37

Cognitive Behavioral

Problematic Gambling

Female

Male

38

Person-centered

Anger

Male

Male

39

Narrative

Job-related Stress

Male

Male

40

Object Relations

Anxiety

Female

Male

41

Cognitive Behavioral

Substance Use

Female

Male

42

Behavior

Substance Use

Female

Female

43

Exposure

Obsessive-compulsive
Disorder

Male

Female

44

Cognitive Behavioral
Feminist

Domestic Abuse

Female

Female

45

Exposure

Claustrophobia

Male

Female

46

Narrative

Low Self-esteem

Male

Male

47

Rational Emotive
Behavior

Anger

Female

Female

48

Reality

Lack of Motivation

Male

Male
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Appendix C
WORKING ALLIANCE INVENTORY- SHORT REVISED
1. As a result of this session the client is clearer as to how he/she might be able to
change.
Seldom (1)

Sometimes (2)

Fairly Often (3)

Very Often (4)

Always (5)

2. What the client is doing in therapy gives him/her new ways of looking at the
problem.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

3. The client believes the therapist like him/her.
Seldom (1)

Sometimes (2)

Fairly Often (3)

Very Often (4)

Always (5)

4. The therapist and the client collaborate on setting of goals for the client’s therapy.
Seldom (1)

Sometimes (2)

Fairly Often (3)

Very Often (4)

Always (5)

5. The therapist and the client respect each other.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

6. The therapist and the client are working on mutually agreed upon goals.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

7. The client feels that the therapist appreciates him/her.
Seldom (1)

Sometimes (2)

Fairly Often (3)
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Very Often (4)

Always (5)

Appendix C (continued)
8. The therapist and the client agree on what is important for the client to work on.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

9. The client feels the therapist cares about him/her even when the client does things
that the therapist does not approve of.
Seldom (1)

Sometimes (2)

Fairly Often (3)

Very Often (4)

Always (5)

10. The client feels that the things he/she does in therapy will help him/her to
accomplish the changes he/she wants most.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

11. The therapist and the client have established a good understanding of changes that
would be good for the client.
Always (5)

Very Often (4)

Fairly Often (3)

Sometimes (2)

Seldom (1)

12. The client believes the way he/she and the therapist are working on the problem is
correct.
Seldom (1)

Sometimes (2)

Fairly Often (3)
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Very Often (4)

Always (5)

Appendix D
BARRETT-LENNARD EMPATHY ITEMS QUESTIONNAIRE

2.1 The therapist tries to see things through the client’s eyes.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.2 The therapist understands the client’s words but not the way the client feels.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.3 The therapist appears interested in knowing what the client’s experiences mean to them.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.4 The therapist seems to always know what the client means.
1

2

3

4

5

6

strongly disagree

7

8

9

10

strongly agree
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Appendix D (continued)
2.5 The therapist jumps to the conclusion that the client feels more strongly or more concerned
about something than the client actually appears to be.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.6 Sometimes the therapist appears to think the client feels a certain way, because he or she
feels that way.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.7 The therapist understands the client.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.8 The therapist’s own attitudes toward some of the things the client says, or does, stop him or
her from really understanding the client.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.9 The therapist understands what the client says, from a detached, objective point of view.
1

2

3

4

5

6

strongly disagree

7

8

9

10

strongly agree
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Appendix D (continued)

2.10 The therapist appreciates what the client’s experiences feel like to him/her.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.11 The therapist doesn’t seem to realize how strongly the client feels about some of the things
they discuss.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.12 The therapist responds to the client mechanically.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.13 The therapist seems to understand all of what the client says to him/her.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.14 The therapist seems to understand the client, even when the client does not say what he or
she means all that clearly.
1

2

3

4

5

6

strongly disagree

7

8

9

10

strongly agree

51

Appendix D (continued)

2.15 The therapist tries to understand the client from his or her point of view.
1

2

3

4

5

6

7

8

strongly disagree

9

10

strongly agree

2.16 The therapist appears to be deeply and fully aware of the client’s most painful feelings
without being distressed or burdened by the problems.
1

2

3

4

5

6

strongly disagree

7

8

9

10

strongly agree
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Appendix E
CREDIBILITY/EXPECTANCY QUESTIONNAIRE
We would like you to indicate below how much you believe, right now, that the therapy
the client is receiving will help him or her. Belief usually has two aspects to it: (1) what
one thinks will happen and (2) what one feels will happen. Sometimes these are similar;
sometimes they are different. Please answer the questions below. In the first set, answer
in terms of what you think. In the second set answer in terms of what you really and truly
feel.
Set I
1. At this point, how logical does the therapy seem to you?
1

2

3

not at all logical

4

5

6

7

somewhat logical

8

9

very logical

2. At this point, how successful do you think this therapy will be in helping the
client?
1

2

3

not at all helpful

4

5

6

7

somewhat helpful

8

9

very helpful

3. How confident would you be in recommending this therapist to a friend who
experiences similar problems?
1

2

3

not at all confident

4

5

6

7

somewhat confident

8

9

very confident

4. By the end of this therapy treatment, how much improvement in the client’s
functioning do you think will occur?
0%

10%

20%

30%

40%

50%
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60%

70%

80%

90%

100%

Appendix E (continued)
Set II
For this set, close your eyes for a few moments, and try to identify what you really feel
about the therapy and its likely success. Then answer the following questions.
1. At this point, how much do you feel that the therapy will help to improve the
client’s functioning?
1

2

3

4

not at all

5

6

7

somewhat

8

9

very much

2. By the end of this therapy treatment, how much improvement in the client’s
functioning do you feel will occur?
0%

10%

20%

30%

40%

50%
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60%

70%

80%

90%

100%

Appendix F
THERAPIST CHARACTERISTICS INVENTORY
Rate the therapist on each of the following:
1. Good _ _ _ _ _ _ _ Bad
2. Unfair _ _ _ _ _ _ _ Fair
3. Dynamic _ _ _ _ _ _ _ Static
4. Strong _ _ _ _ _ _ _ Weak
5. Active _ _ _ _ _ _ _ Passive
6. Unpleasant _ _ _ _ _ _ _ Pleasant
7. Competent _ _ _ _ _ _ _ Incompetent
8. Effective _ _ _ _ _ _ _ Ineffective
9. Lazy _ _ _ _ _ _ _ Industrious
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Appendix G
CONFIDENCE IN RATINGS PER SCALE
Please answer the following question about how confident you felt in your ability to
make ratings on the questionnaire you just completed based on the recording you
watched.

I feel confident in the ratings I made based on the video I viewed.
1
2
3
4
5
6
7
8
strongly disagree

9

10

strongly agree
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Appendix H
CONFIDENCE IN RATINGS OVERALL
Please answer the following question about how confident you felt in your overall ability
to make ratings based on the recording you watched.

I feel confident in the ratings I made based on the video I viewed.
1
2
3
4
5
6
7
8
strongly disagree

9

10

strongly agree
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